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ABSTRACT
Suicide Assessment with Residential Adolescent Substance Users: Risk and Resilience Factors

Elizabeth Ann Tyner
Suicide remains stable as the third leading cause of death of adolescents in the United States
(CDC, 2004). The rate of adolescent suicide is 10 per 100,000 or approximately one suicide
every two hours (AAS, 2006). Adolescent substance abusers are a unique population with a high
risk for suicide. The relation between suicide and substance abuse has been examined yet the
nature of this relation is unclear (Goldston, 2004). This study added to the two published studies
(Berman & Schwartz, 1990; Deykin & Buka, 1994) that examined suicidal behavior in
residential adolescents with a primary diagnosis of substance abuse/dependence by providing
further clarification of the suicide risk and resilience factors. Participants received suicide
assessments upon intake. Group assignments were based upon the ASAP-12, a clinician-rated
measure of adolescent suicide risk, and record review. Participations were classified as
nonattempters (n = 48) and suicide attempters (n = 24) (including single attempters (n = 14) and
multiple attempters (n = 10). Suicide attempters had more risk factors and less resilience factors
upon assessment as compared to nonattempters. Significant factors included history of family
suicide attempt(s)/completions, depression, fewer reasons for living, and less suicide resilience.
Contrary to predictions, recent losses, number and type of legal charges, sexual orientation, and
abuse as a child did not differ between groups. The ASAP-12 has good predictive power and
sensitivity and specificity for group classification for this sample. The RFLA and SRI are helpful
measures of suicide resiliency for adolescents in the sample. Results from this study could help
target adolescents receiving substance abuse treatment who are at especially high risk for suicide.
Incorporating information from these findings could assist with development of additional,
specialized treatment for those targeted adolescents and also add general information to the
adolescent suicide literature.
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Suicide Assessment with Residential Adolescent Substance Users: Risk and Resilience Factors
Despite the vast amount of suicide research, the prediction and prevention of suicidal
behavior in adolescents remains relatively unexplained (Gutierrez, Osman, Kopper, & Barrios,
2000). Regarding suicide research in general, Joiner, Brown, and Wingate (2005) state: “Of the
leading causes of death, there is little doubt that suicide is the least well understood and the least
well researched (p. 288).” Furthermore, Joiner (2005) notes that from 1980 to 1995 more than 80
suicides occurred daily and 80 people died per year due to being struck by lightning, indicating
that the chances of dying by intentional self-injury are 365 times greater than dying from
lightning. Yet, society is much more proactive in preventing humans from being struck by
lightning than preventing suicide (e.g., sporting events canceled due to thunderstorms).
Adolescent suicidal behavior is a serious and significant problem. From the 1950s to
2004, suicide among 15 to 24 year olds increased 200 percent; males are four times and females
are two times more likely to kill themselves than in the 1950s. Suicide remains stable as the third
leading cause of adolescent deaths in the United States (Centers for Disease Control and
Prevention (CDC), 2004). In 2003, 4,232 individuals aged 10 to 24 years died by suicide (CDC,
2004). Since 2003, approximately 11 percent of adolescent deaths each year were classified as
suicide (American Association of Suicidology (AAS), 2006). This computation is
disproportionate to the 1.3 percent of deaths across all ages each year in the United States that
are considered suicide. The rate of adolescent suicide is 10 per 100,000. This translates to 11
adolescent suicides per day or one suicide approximately every two hours (AAS). These figures
are likely underestimates as many suicides may be classified as unintentional deaths (e.g.,
accidental overdose) (National Youth Violence Prevention Resource Center (NYVPRC), 2003).
Results from the 2005 Youth Risk Behavior Surveillance System (YRBSS) indicate that among
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high schoolers, within the past year, 17 percent endorsed seriously considering suicide, 13
percent formulated a plan for suicide, and 8 percent had attempted suicide at least once (Eaton et
al., 2006).
Data from a different survey, the 2005 National Household Survey on Drug Abuse
(NHSDA) (formerly called the National Survey on Drug Use and Health (NSDUH)), reveal that
of 12 to 17 year olds, approximately 10 percent reported illicit drug use and 30 percent of 12 to
20 year olds reported alcohol use within the past month (Substance Abuse and Mental Health
Services Administration (SAMHSA), 2006). These statistics are important as substance abuse is
strongly correlated with suicidal behavior; that is, adolescent substance users are at increased risk
for suicide as compared to adolescent non-substance users. Specifically, rates of suicide risk
ranged from 20 to 30 percent for substance users ages 12 to 17 compared to the 10 percent
suicide risk for nonusers within the same age cohort (SAMHSA, 2002). Thus, those adolescents
that abuse substances are a unique population with a high risk for suicide. Many researchers have
examined suicide risk in adolescents (e.g., Fremouw, Strunk, Tyner, & Musick, 2004;
Overholser & Spirito, 2003; Thompson, Kingree, & Ho, 2006) and focused on the subtype of
adolescent substance abusers and suicide (e.g., Conason, Oquendo, & Sher, 2005a and 2005b;
McKenry, Tishler, & Kelley, 1983; Mehlenbeck, Spirito, Barnett, & Overholser, 2003). To date
only a handful of research studies have examined both negative and positive risk factors for
adolescent suicide or suicidal behavior in adolescent substance abusers.
Fortunately, suicide is a preventable means of death. Researchers and clinicians are
capable of advancing the field in the area of suicide risk assessment and prevention and it is
possible to reduce the number of many young lives lost from the tragedy of suicide. The present
study attempted to provide further clarification of the risk and resilience factors for adolescent
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suicide by determining specific predictor variables from a clinical population of adolescent
substance abusers.
Suicide Terminology
Suicide terminology in the psychological literature is unfortunately lacking in uniform
definition in many dimensions. For instance, some researchers assess attempts within the past
month (e.g., D’Eramo, Prinstein, Freeman, Grapentine, & Spirito, 2004) and others assess
attempts within the past year (e.g., Thompson et al., 2006). Suicide attempts are at times referred
to as “parasuicide” (e.g., Rossow & Wichstrom, 1994), a term for non-fatal, intentional suicide
attempts regardless of method, lethality, or seriousness of the suicidal behavior (e.g., intentional
drug overdoses) (MacLeod, Tata, & Tyrer, 2005). Multiple attempters have been defined as
those who attempt suicide two or more times (e.g., Rosenberg, Jankowski, & Sengupta, 2005;
Rudd, Joiner, & Rajab, 1996) or those who engage in “pact” or dual suicidal behaviors (e.g.,
Granboulan, Zivi, & Basquin, 1997).
Contagion is another term used to describe “copycat” or “imitation” suicidal behavior
that occurs after a completed suicide, usually in school-aged individuals when a school peer dies
by suicide and other individuals at the same school are at risk for engaging in suicidal behavior
(Debski, Spadafore, Jacob, Poole, & Hixon, 2007). Another synonym used instead of contagion
is the “Werther effect” coined by Phillips (1974) and based upon The Sorrows of Young Werther
(Goethe, 1774/1971). This relates to the “copycat” effect brought about by media influence
(Pirkis, Blood, Beautrais, Burgess, & Skehan, 2006). A well-known modern day example of this
effect occurred after the alleged suicide of grunge rock star Kurt Cobain, lead singer of Nirvana,
in 1994 (True, 2007).
O’Carroll et al. (1996) attempted to clarify this issue with the presentation of a suicidal
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taxonomy (e.g., suicide attempt versus instrumental suicide-related behavior). This
operationalization was followed in 2003 by the American Psychiatric Association (APA) in the
Practice Guideline for Assessment and Treatment of Patients with Suicidal Behaviors
(hereinafter referred to as the Practice Guideline). For the purpose of this study, terminology was
adapted from these two sources. Table 1 provides an overview of the terms and definitions.
Adolescent Substance Abuse and Suicide
As mentioned above, a significant proportion of adolescents engage in substance use.
According to the 2004 NSDUH (SAMHSA, 2005) incidence rates of individuals who met
criteria for substance abuse or dependence, as defined by the Diagnostic and Statistical Manual
of Mental Disorder, 4th edition, (DSM-IV; APA, 1994) averaged nine percent for the 12 to 17
age group and 21 percent for the 18 to 25 age group, comparable to community self-report data.
Younger adolescents reported almost a 1:1 male to female ratio of substance abuse/dependence
whereas older adolescents reported a 2:1 male to female ratio. The magnitude of adolescent
drug users is disproportionate to the small number of those who are involved in any type of drug
treatment. Specifically, in 2004, 2.3 million (nine percent) of 12 to 17 year olds were in need of
substance abuse treatment; however, just 185,000 were involved in specialty treatment. Thus, at
least 2.1 million adolescents could have benefited from, but did not engage in, drug treatment.
Additional correlational information uncovered from the 2004 NSDUH survey indicated that
individuals ages 12 to 17 who expressed negative school views, reported serious physical
altercation involvement, endorsed criminality (e.g., stealing, weapon carrying) and perceived
religious beliefs as unimportant, were more likely to engage in substance use behavior. Finally,
results indicate that adolescents aged 12 to 25 are at risk for psychological problems, major
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depressive episodes the most salient, and participate in mental health treatment (SAMSHA,
2005).
Few researchers have examined the link between drug subtype and suicide. Using data
from 4,828 high schoolers assessed with the 2001 Youth Risk Behavior Survey, alcohol and
inhalant use predicted suicidal behavior significantly more than other classes of drugs (Manetta
& Ormand, 2005). Carballo et al. (2005) discussed the association among adolescent alcoholics
and suicidal behavior; young individuals with these two problems tend to be aggressive and
impulsive.
Researchers have long identified a significant correlation between adolescent substance
users and depression (e.g., Downey, 1990; Sakai, Hall, Mikulich-Gilbertson, & Crowley, 2004;
Sakai, Mikulich-Gilbertson, & Crowley, 2006) and substance use and suicidal behavior in
adolescents (e.g., Caine, 1978; Conason et al., 2005a & 2005b; McKenry et al., 1983;
Mehlenbeck et al., 2003) yet the nature of this relation is unclear (Goldston, 2004). Among the
risk factors identified for adolescent suicide, the most salient are previous attempt(s), depression,
disruptive behavior, and substance abuse disorders. These problems often co-occur, which
exacerbates risk (Spirito & Esposito-Smythers, 2006). A brief summary of empirical research on
substance abuse and suicide with clinical adolescent samples are presented below, separated by
sample type (i.e., clinical attempters, and autopsy).
Clinical suicide attempters samples. Many studies with clinical samples reveal a link
between suicide and substance abuse. For example, data from one recent study of 104
psychiatric inpatient adolescents indicated that suicide attempters (multiple and single) were at
increased risk for substance abuse disorders (multiple: 57 percent; single: 21 percent) as
compared to suicidal ideators (16 percent) and nonsuicidal adolescents (19 percent) (D’Eramo,

Suicide Assessment
et al., 2004). Additionally, many researchers have reviewed the literature and documented
empirical information on suicide risk and substance abuse in adolescents (see Bolognini,
Plancherel, Laget, & Halfon, 2003; Dougherty, Mathias, Marsh, Moeller, & Swann, 2004;
Goldston, 2004; Mehlenbeck et al., 2003; Rowan, 2001; and Spirito & Esposito-Smythers,
2006) thus, results will not be discussed in detail here. Highlights from the most recent review
by Spirito and Esposito-Smythers (2006) are the following: 1) substance use causes problems in
psychosocial functioning, that when comorbid with depression, may lead to suicide as a coping
strategy; 2) substance use worsens any preexisting psychological problems (e.g., depression,
conduct disorder); 3) specifically, alcohol exacerbates life stressors, anger, aggression, and
maladaptive cognitions which may trigger suicidal behavior (as well as allow a sense of
disinhibition of fear to engage in suicidal behavior); and 4) co-occurring internalizing and
externalizing psychological problems (e.g., depression and substance abuse) heighten suicide
risk.
Data from thousands of adolescents worldwide were collected among the abovementioned reviews of clinical suicide attempters. Samples were taken from emergency rooms,
psychiatric hospitals and outpatient clinics. These reviews provided summaries of the literature
on adolescent substance abuse and suicide but failed to establish a clear understanding of the
nature of this relation. Information ascertained from these sources provides, however, helpful
foundation and insight for the present study.
Autopsy samples. In contrast to community and school-based surveys of adolescent
suicidal behavior, and even clinical samples of attempters, information obtained retrospectively
from completed suicides is the most robust. Psychological autopsy studies published within the
past fifteen years were reviewed for this study. Data from a recent autopsy study revealed that
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adolescent suicide completers were 8.5 times more likely to meet criteria for substance abuse
disorders than community controls (Conason et al., 2005b). In a case-control study of 120
suicide completers and 147 controls, for completers, approximately one-third met criteria for
substance abuse disorders (one-fifth for alcohol and one-fourth for other drug use). Male
completers were six times more likely to have a substance abuse diagnosis than controls (Shaffer
et al., 1996).
Risk factors identified from other psychological autopsy studies conducted domestically
and internationally, include high rates of substance abuse (Callor et al., 2005; Jones, 1997;
Runeson, 1992; Shaffer et al., 1996), previous suicide attempt(s) (Brent et al., 1993; Groholt,
Ekeberg, Wichstrom, & Haldorsen, 1997; Marttunen, Aro, & Lonnqvist, 1992; Moskos, Olson,
Halbern, Keller, & Gray, 2005; Runeson, 1992; Shaffer et al., 1996), family history of substance
abuse, and family history of affective disorder (Renaud, Brent, Birmaher, Chiappetta, & Bridge,
1999; Runeson, 1992), family history of suicidal behavior, poor communication among parents
and children (Gould, Fisher, Parides, Flory, & Shafer, 1996), family conflict, antisocial behavior,
DSM disorders (Marttunen et al, 1998; Moskos et al.; Pirkola et al., 1999) life stressors (Gould et
al., 1996; Pirkola et al., 1999), severe impairment of daily functioning, intoxication at time of
suicide (particularly on weekends) (Pirkola et al., 1999), disruptive disorders, affective disorders
(Groholt et al., 1997; Groholt, Ekeberg, Wichstrom, & Haldorsen, 1998; Jones, 1997; Moskos et
al.; Shaffer et al., 1996), primary caregivers not both biological parents (Groholt et al., 1998),
legal/disciplinary problems (Brent et al., 1993; Marttunen et al., 1998), school problems (Gould
et al., 1996), interpersonal conflict within/loss of romantic relationship (Brent et al., 1993;
Moskos et al.), noncompliant with psychotropic medications (Callor et al., 2005), homicidal
ideation (Brent et al., 1993), and unemployment (Runeson, 1992).
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Unadjusted odds ratios (OR) calculated from case-control studies of completed suicides
as compared to matched nonsuicidal adolescents have revealed risk factors and respective OR as:
major depression (27.0); substance abuse (8.0); and conduct disorder (6.0) (Brent et al., 1993).
Another study by Groholt et al. (1998) produced the following unadjusted OR: affective
disorders (19.6); disruptive disorders (6.1); and primary residence not in the company of both
biological parents (2.5). The research of Groholt et al. (1997) produced OR of: depression (19.9);
disruptive disorders (6.0); and previous suicidal behavior (3.4). Overall, results from the autopsy
studies provide many risk factors for adolescent suicide. Based on unadjusted OR calculations it
appears that affective disorders (predominantly depression), substance abuse, disruptive
disorders, and prior suicidal behavior are the most relevant risk factors. A review article by
Rowan (2001)identified affective disorders, disruptive disorders, and substance abuse as the
three most significant predictors of suicide attempts and completion, with family history, social
problems, and firearms in the household also risk factors.
Adolescent Substance Abusers and Suicidal Behavior
Many studies have examined the relation between suicide and substance abuse in
adolescents. However, only two published studies to date have examined adolescents who are
receiving treatment primarily for substance abuse and are at high risk for suicidal behavior. The
first study by Berman and Schwartz (1990) examined 298 outpatients from three separate
settings/regions in the United States. Participants’ ages ranged from 13 to 19 years old. Most
participants were white (93 percent) males (66 percent). The most frequently endorsed drugs of
choice were marijuana (61 percent) and alcohol (31 percent). Two-thirds endorsed previous
suicidal ideation and almost one-third endorsed a previous attempt (of these attempters, almost
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one-third endorsed multiple attempts). Participants were divided into attempters and
nonattempters and a selected subgroup of 54 substance abuser-attempters was matched with
nonattempter controls on age, gender, and race. Results indicated that attempters were more
likely to self-report depressive symptomology a on short form of the Beck Depression Inventory
(Beck & Beck, 1972), suicidal ideation, and a higher number of stressful life events (e.g.,
depression, anger control problems, legal difficulties, sexual abuse history, parental discord,
accident-proneness). Interestingly, almost 80 percent of attempts occurred post initial substance
abuse and almost half of the attempters engaged in drug use shortly after the attempt. Results
from this study indicate that drug users who engage in suicidal behavior are qualitatively
different than nonsuicidal drug users. Limitations of this study include self-report data from a
population that by nature is, at times, dishonest (drug users and adolescents) and data gathered
retrospectively from the participants’ childhood. However, this study was the first to provide an
analysis of suicide risk within a clinical population of substance users. Though 60 percent of the
sample reported daily drug use, it would be helpful to conduct a similar study with substance
users’ court-mandated to treatment at a residential facility and obtain collateral, objective
measurement of drug use such as toxicology screens.
In 1994, Deykin and Buka assessed 300 individuals (224 males and 76 females) aged 15
to 19 receiving residential drug treatment across seven treatment locations in the United States.
All participants were assessed within one month of admission. Researchers used the Diagnostic
Interview Schedule Version III-R (DIS; Robins, Helzer, Croughan, & Ratcliff, 1981) to obtain
the number of participants who met DSM-III-R (APA, 1987)criteria for substance abuse, history
of suicidal ideation or attempt(s), history of parental mental illness or substance abuse, and
history of childhood physical or sexual abuse or neglect. Forty percent of males and 75 percent
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of females endorsed suicidal ideation; 28 percent of males and 61 percent of females reported
previous attempt(s). These data reveal that this sample of adolescent substance abusers was at a
five-to seven-times higher risk for suicidal ideation and attempt(s) as compared to nonclinical
adolescents. Furthermore, of the attempters, 60 percent met criteria for major depressive
disorder. Also, 34 percent of suicide attempters endorsed a history of physical abuse and
61 endorsed a history of sexual abuse. Victims of physical abuse were 1.4 times more likely to
attempt suicide and victims of sexual abuse were 1.5 times more likely to attempt suicide (as
compared to nonattempters). This study provides more information on the link between
substance abusers and suicidal behavior in adolescents. Abuse history also appears to play a
significant role in suicide risk. This study is advantageous in that the sample was large and
gathered from multiple sites. However, because the study is cross-sectional, temporal relations
can not be established. It would be helpful to have information on type and frequency of drug use
for the participants as well as reasons for admission to the treatment facility.
In summary, substance abuse and dependence in adolescence is a grave problem.
Adolescents who use illicit substances are a special subpopulation of heightened risk for personal
and environmental problems and in turn an increased risk of suicidal behavior. Further research
on this subgroup is important for the clarification of the relation between what predicts/protects
suicide, thus the establishment of effective intervention (Conason et al., 2005a) and assessment
of adolescent substance abusers who engage in suicidal behavior.
Adolescent Subgroups and Suicide Risk
In an effort to improve clarity on the nature of suicide risk assessment, Joiner (2005)
called for an examination of at-risk subgroups. In a review of the literature on adolescent suicidal
behavior, Spirito and Esposito-Smythers (2006) determined the following three subgroups as
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high risk: incarcerated; gay, lesbian, and bisexual; and homeless/runaway adolescents.
Surprisingly, despite suggestions by other researchers (e.g., Goldston, 2004) the subgroup of
adolescents receiving treatment primarily for substance abuse was not included. Of importance
to the present study are the first two subgroups.
Adolescents with gay, lesbian, and bisexual (GLB) sexual orientations are at increased
risk for suicidal behavior. In a review article, Anhalt and Morris (1998) state that four to 17
percent of individuals in the United States consider themselves GLB (Anhalt & Morris, 1998). A
review of the recent GLB adolescent literature revealed that suicide prevalence rates in GLB
adolescents range from 20 to 40 percent (Kitts, 2005) with up to half of attempters endorsing
multiple attempts (Anhalt & Morris, 1998). These high rates are not necessarily caused only by
GLB status; rather, suicide risk is attributed to the combination of standard stressors associated
with adolescence and unique stressors associated with GLB such as proneness to victimization
because of sexual orientation, struggles with “coming out,” lack of social support, high-risk
sexual activity, substance use, eating disorders, and academic problems (Anhalt & Morris, 1998;
Kitts, 2005). More research is needed in the area of adolescent suicidal behavior and GLB status
and the inclusion of substance use as a risk factor would also be helpful.
Adolescents with legal problems (i.e., contact with law enforcement agencies) are at
increased risk for suicide due to a propensity for conduct disorder, substance abuse, family
dysfunction, childhood abuse/neglect, and life stressors (Hendren & Blumenthal, 1989; Snyder &
Sickmund, 2006; Teplin et al., 2006). Kempton and Forehand (1992) assessed four predictor
variables for suicide attempt among 51 incarcerated juveniles ages 11 to 18 years. Depression,
but not hopelessness, conduct disorder, or substance abuse, predicted suicide attempts for white
participants. Additionally, Penn, Esposito, Schaeffer, Fritz, and Spirito (2003) assessed 289
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incarcerated adolescents for suicidal behaviors; 12 percent endorsed a prior suicide attempt.
These two studies demonstrate the elevated risk of suicide for incarcerated adolescents;
individuals who committed some type of serious crime(s).
Other researchers such as Putnins (2005) have assessed the relation between suicide and
substance abuse with adjudicated youth incarcerated at high-level security facilities (e.g., those
who have been charged with commission of serious crimes). Few studies have examined suicide
risk in adjudicated adolescents who are receiving court-ordered residential drug treatment and
placed at lower security level facilities (i.e., substance abusing adolescents who are involved
with the legal system but with a less serious criminal history than incarcerated adolescents).
Adolescent Suicide Risk Assessment
Much of the literature on suicide assessment is centered solely on (negative) risk factors.
In the early 1980s with the development of the Reasons for Living Inventory (Linehan,
Goodstein, Nielsen, & Chiles, 1983) emerged a novel conceptualization of cognitions as
mediators of suicidal behavior; that is, suicidal and nonsuicidal individuals demonstrate
qualitatively different thought processes. Nonsuicidal individuals draw upon protective thoughts
and beliefs when presented with stressful life events. Suicidal individuals possess fewer of these
coping beliefs, thus elevating level of suicide risk during stressful encounters (Gutierrez et al.,
2002). In recent years Osman and colleagues have incorporated protective, or resilience, factors
in addition to risk factors into suicide assessment (Osman et al., 1998). An example is the
development of two measures, the Reasons for Living Inventory for Adolescents (RFLA; Osman
et al., 1998) and the Suicide Resilience Inventory-25 (SRI; Osman et al., 2004). Gutierrez (2006)
proposed that methods implemented in the research and practice of adolescent suicidal behavior
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incorporate both risk and resilience factors, following the work of Osman and colleagues to
provide comprehensive information on both negative and positive variables related to adolescent
suicide. Risk (negative) factors are personal and contextual variables that increase susceptibility
or exacerbate existing suicide risk. Protective (positive) factors are those variables that
ameliorate or buffer the effects of current or future risk factors (Eggert, Thompson, & Herting,
1994; Fremouw et al., 2004)
Current State of Literature on Adolescent Suicide Risk and Substance Abuse
Many studies have examined the association between substance abuse and suicidal
behavior in adolescents; yet to date, little research has examined suicidal behavior in adjudicated
residential adolescents at a substance abuse treatment facility.
Purpose
This study examined risk and resilience factors associated with a unique population of
suicide risk, adjudicated residential adolescents with a primary diagnosis of substance
abuse/dependence (primary reason for adjudication). This study had many methodological
differences and improvements compared to existing research in this area. Suicidal behavior was
operationally defined based on empirical literature; multiple techniques (e.g., self-report data,
clinical interview, chart review) were used for a comprehensive assessment; positive and
negative factors for suicide risk were examined; and participants were a specific high-risk group
of adolescents. The present study expanded upon research by Berman and Schwartz (1990) and
Deykin and Buka (1994) and also refined the literature on risk and resilience factors for
adolescent suicidal behavior.
The groups used in the study were: nonattempters and suicide attempters (including
single attempters and multiple attempters. Group classification was adapted from the Practice
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Guideline (APA, 2003) and O’Carroll et al. (1996). This study examined the risk and resilience
factors related to adolescent suicide using four measures, three of which are self-report and one
which is a structured interview: the Minnesota Multiphasic Personality Inventory-Adolescents
(MMPI-A; Butcher et al., 1992), the Reasons for Living Inventory for Adolescents (RFLA;
Osman et al., 1998), the Suicide Resilience Inventory-25 (SRI; Osman et al., 2004), and the
ASAP-12 (a shortened form of the ASAP-20 (Fremouw et al., 2004)). Using multiple measures
and two methods for assessment (in addition to record review when available) (i.e., self-report,
clinician rated, collateral data) provided a comprehensive (multi-method) assessment of
symptom presentation. It was expected that participants with previous suicide attempts would
have a greater number of risk factors and fewer resilience factors. Or, stated conversely,
participants with no previous attempts would have fewer risk factors and more resilience factors.
Design
The study was a two-group cross-sectional design of risk and resilience factors for
adolescent suicide. There was no examination of moderator or mediator relations among
variables. Data was collected upon admission from all participants; subsequently participants
were divided into two groups: nonattempters and suicide attempters. Data was then examined
and described as primary analyses. Then, a subsequent group division, a three-group crosssectional design, separated participants into one of three groups: nonattempters, single
attempters, and multiple attempters. Data for this three-group designs were examined and
reported as secondary analyses.
Hypotheses
Based largely on two review articles, one of which the focus is on factors that contribute
to attempted and completed suicide in adolescents (Spirito & Esposito-Smythers, 2006), and
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another that is specific to the correlation between substance abuse and suicide in adolescents
(Rowan, 2001), the following nine hypotheses were proposed for this study. Hypotheses are
grouped into two categories: risk and resilience factors and group membership prediction.
Risk and Resilience Factors Hypotheses
Hypothesis One. It was hypothesized that the suicide attempters group would have
more stressful life events (i.e., recent interpersonal losses or conflict) than the nonattempters
group. This was based on the finding that stressful life events are significantly correlated
with adolescent suicide attempts (e.g., Brent, 1995; Overholser & Spirito, 2003) and completions
(e.g., Brent et al., 1993; Martunnen, Aro, & Lonnqvist, 1993). Hypothesis One was measured by
using a one-way analysis of variance (ANOVA) to examine group differences based upon on the
ASAP-12 item 1 “recent losses real or anticipated” with number of losses as the dependent
measure.
Hypothesis Two. It was hypothesized that the suicide attempters group would have a
higher percentage of history of family suicidal behavior than the nonattempters group. This
was based on the finding that family suicidal behavior is significantly correlated with adolescent
suicide attempts (e.g., Gould et al., 1996) and completions (e.g., Brent & Mann, 2006).
Hypothesis Two was measured by using a chi-square analysis to examine group differences
on the ASAP-12 item 6 “history of family attempt(s)/completion(s)” with presence or absence of
family history of suicidal behavior as dependent measures.
Hypothesis Three. It was hypothesized that the suicide attempters group would have
higher levels of depression than the nonattempters group. This was based on the finding that
depression is significantly correlated with adolescent suicide attempts (e.g., Evans, Hawton, &
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Rodham, 2004; Kopper, Osman, Osman, & Hoffman, 1998) and completions (e.g., Gould,
Shaffer, & Greenberg, 2003). Hypothesis Three was measured by using a one-way
analysis of variance (ANOVA) to examine group differences on the MMPI-A Clinical
Depression scale score as the dependent measure.
Hypothesis Four. It was hypothesized that the suicide attempters group would have
fewer reasons for living than the nonattempters group. This was based on the finding that
reasons for living is an important protective factor for adolescent suicide (e.g., Evans et al.,
2004). Hypothesis Four was measured by using a one-way analysis of variance (ANOVA) to
examine group differences on the RFLA total score as a dependent measure.
Hypothesis Five. It was hypothesized that the suicide attempters group would have
fewer resiliency factors endorsed than the nonattempters group. This was based on the finding
that resilience is an important protective factor for adolescent suicide (e.g., Gould et al., 2003).
Hypothesis Five was measured by using a one-way analysis of variance (ANOVA) to examine
group differences on the SRI total score as a dependent measure.
Hypothesis Six. It was hypothesized that the suicide attempters group would have
more legal charges than the nonattempters group. This was based on the finding that disruptive
behavior disorders and delinquency are significantly correlated with adolescent suicide attempts
(e.g., Brent 1995; Brent et al., 2003; Thompson et al., 2006) and completions (e.g., Renaud et al.,
1999). Hypothesis Six was measured by using a one-way analysis of variance (ANOVA) to
examine group differences from self-report/chart review data of the number of legal charges as a
dependent measure.
Hypothesis Seven. It was hypothesized that the suicide attempters group would have
a greater percentage of history of sexual and/or physical abuse as a child than the nonattempters
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group. This was based on the finding that childhood abuse is significantly correlated with
adolescent suicidal behavior (e.g., Gould et al., 2003; Molnar, Shade, Kral, Booth, & Watters,
1998). Hypothesis Seven was measured by using a chi-square analysis to examine group
differences from self-report/chart review on history of abuse with no abuse, physical abuse,
sexual abuse, and physical and sexual abuse as dependent measures.
Hypothesis Eight. It was hypothesized that the suicide attempters group would have
a higher percentage of individuals classified by self-report with gay, lesbian, or bisexual sexual
orientations than the nonattempters group. This was based on the finding that gay, lesbian,
or bisexual orientation is significantly correlated with adolescent suicidal behavior (e.g., Anhalt
& Morris, 1998; Fergusson, Horwood, & Beautrais, 1999). Hypothesis Eight was measured by
using a chi-square analysis to examine group differences on self-report of sexual orientation with
heterosexual, gay/lesbian, or bisexual as dependent measures.
Prediction of Group Membership Hypotheses
Hypothesis Nine. It was hypothesized that significant predictors of suicidal behavior
would be identified beyond the probability of chance. Hypothesis Nine was measured using a
logistic regression analysis using a “forward” method. The dependent variables entered were
group classification (suicide attempters and nonatttempters) (“variables to be explained”). Data
from the “explanatory variables” found to be significant were entered in a stepwise manner.
Method
Participants
Participants initially consisted of 103 male and female adolescents ages 13 to 18 years
who resided at a residential substance abuse treatment facility in West Virginia between July of
2005 and March of 2007. All were placed in the custody of the State of West Virginia and court-
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ordered to attend treatment for a duration of four and a half to six-months. All adolescents were
assessed upon intake, usually within seven days of admission1, thus yielding a consecutively
collected sample. All residents received a psychological intake interview consisting of
demographic information and various psychological testing measures reported below in the
Measures section.
Eight participants were excluded due to age (younger than 14 years) (n = 1) and missing
data on multiple measures (n = 7). Next, seven male participants who were not Caucasian (i.e.,
Black) were excluded to control for race effects as all male suicide attempters were Caucasian.
Then, 16 male participants were randomly selected for exclusion (removing every third male
participant) to allow for a one-to-two ratio of suicide attempters to nonsuicidal individuals.
The final sample included 72 participants with an average age of 16.5 years (range 14 to
18 years). Regarding gender, 30 (41.7%) were male and 42 (58.3%) were female. The majority
of participants were Caucasian (93.1%) reflecting the racial distribution of the state of West
Virginia with 95.2 percent of residents reported as “White” and 3.2 percent classified as “Black”
(U.S. Census Bureau, 2000). Current year in school ranged from sixth to twelfth grade. Twentytwo (30.6%) of the 72 adolescents disclosed a history of child abuse: nine reported physical
abuse, six reported sexual abuse, and seven reported physical and sexual abuse.2,3 Twenty-nine
adolescents (40.3%) reported a history of self-injurious behavior. Self-injurious behavior was
assessed independently of suicidal behavior.
A suicide risk assessment using the ASAP-12 and record review was conducted for each
adolescent upon intake. Participants were grouped into one category (see Table 2 for a summary
of definitions): nonattempters or suicide attempters. Suicide attempters were further divided into
single attempters and multiple attempters. Adolescents were considered as nonattempters if there
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was no evidence, by self-report or record review, of any previous suicide attempt(s). Participants
were categorized as nonattempters if there was no evidence, by self-report or record review, of
any current or previous suicide attempts. Suicide attempters were those adolescents who
disclosed or had documentation of one or more nonfatal previous suicide attempt(s) at any time
their lives. Forty-eight (66.7 %) of the adolescents were classified as nonattempters and 24 were
classified as previous suicide attempters (33.3%). Of the 24 attempters, 14 (58.3%) made one
previous attempt (single attempters) and 10 (41.7%) made two or more attempts (multiple
attempters).
Measures
Minnesota Multiphasic Personality Inventory (MMPI-A). The MMPI-A is a 478 item
measure of general psychopathology in adolescents ages 14 to 18 (Butcher et al., 1992) based on
the original and revised versions of the Minnesota Multiphasic Personality Inventory (MMPI;
MMPI-2; Hathaway & McKinley, 1940; Butcher, Dahlstrom, Graham, Telegen, & Kaemmer,
1989). Administration time is approximately 60 minutes and requires a 7th grade reading level.
Items are rated either “True” or “False” and organized into six Validity scales, 10 Clinical scales,
15 Content scales, six Supplementary scales, and 31 Harris-Lingoes scales. The content,
supplementary, and Harris-Lingoes subscales were designed to provide diagnostic clarification
as the clinical (or basic) scales are heterogeneous in nature.
The MMPI-A was normed on a national comparative sample of 805 male and 815 female
middle and high school students aged 14 to 18 years, 420 male and 293 female clinical
adolescents from residential drug treatment settings and inpatient and outpatient treatment
locations; thus, 2,333 total adolescents made up the normative sample. The MMPI-A is
psychometrically sound. Using a sample of 154 comparative participants, test-retest reliability
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(one week interval) ranged from .65 to .84 for the Clinical (Basic) scales. Regarding internal
consistency, alpha coefficients for the validity and clinical scales were adequate and ranged from
.40 to .89 for the comparative sample (n = 1620) and .44 to .91 for the clinical sample (n = 713).
Test-retest reliability (1 week interval) for a sample of 154 participants from the comparative
group ranged from .47 to .81 (Butcher et al., 1992). Using the clinical sample of 713 adolescents
(420 males and 293 females), the MMPI-A Depression Scale score was correlated with various
measures of psychopathology. Pearson Product-Moment correlation coefficients were calculated.
For females, significant correlations were -.32 (Child Behavior Checklist (CBCL; Achenbach,
1991) Delinquent), -.24 (CBCL Externalizing), .24 (record review (RR): suicide
ideations/gestures), .32 (RR: depression), .26 (RR: social withdrawal), .25 (RR: eating
problems), .24 (RR: low self-esteem), .21 (RR: history of few or no friends), .20 (RR: somatic
complaints), and -.20 (truancy/school avoidance). For males, significant correlations were .19
(RR: suicide ideations/gestures), and .18 (RR: depression) (Butcher et al., 1992). In an
unpublished study examining concurrent validity of the MMPI-A Depression scale, Figuered
(2002) found that this scale yielded good predictive power in the identification of depression in
59 clinical and nonclinical adolescent girls. In another study of the MMPI-A profiles of 348
clinical adolescents with depression, conduct disorder, and other psychological disorder
diagnoses, adolescents who endorsed suicide ideation had significantly higher scores on the
Depression scale score (Archer & Slesinger, 1999).
The Reasons for Living for Adolescents (RFLA). The RFLA is a 32-item self-report scale
that examines presence of protective factors of suicidal behavior in adolescents (Osman et al.,
1998). This measure is based upon the Reasons for Living Inventory (RFL; Linehan, et al.,
1983), a reliable and valid measure of suicidal behavior in adults (Osman, Jones, & Osman,
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1991). Both the RFLA and the RFL are designed under the theory that suicidal individuals have
fewer resilient cognitions and expectations as compared to nonsuicidal individuals (Osman et al.,
1998). The RFLA was normed on a sample of males and females including 115 high school
students, 40 psychiatric inpatients, 105 first-year college students, and another sample of 120
psychiatric inpatients. Ages ranged from 11 to 18 years. Administration time is approximately 10
minutes; reading level requirement is 6th grade or higher. Items are grouped into the following
five factors (with alpha coefficients (i.e., indices of fit measures listed in parentheses): Future
Optimism (.91), Suicide-Related Concerns (.93), Family Alliance (.93), Peer Acceptance and
Support (.89), and Self-Acceptance (.93). Together these factors accounted for 65 percent of the
total variance among the 32 items. The RFLA was psychometrically validated across three
phases (Osman et al., 1998). Results revealed this measure to be reliable and valid for
determining suicidal behavior in adolescents. The RFLA demonstrated good convergent and
construct validity as compared to other similar and well-established measures of suicidal
behavior (i.e., Suicide Probability Scale; Cull & Gill, 1982; Brief Symptoms Inventory;
Derogatis, 1992; Beck Hopelessness Scale; Beck, Weissman, Lester, & Trexler, 1974; Suicidal
Behaviors Questionnaire; Linehan & Nielsen, 1981) (Osman et al., 1998). The Flesch-Kincaid
grade level of the RFLA is 5.9.
Suicide Resilience Inventory-25 (SRI). The SRI (Osman et al., 2004) is a recently
developed, 25-item self-report measure that assesses protective factors for suicidal behavior.
Items were generated based on a review of empirical literature on risk and resilience factors for
suicide. Items are grouped into three separate factors: Internal Protective, Emotional Stability,
and External Protective. A sample of 540 individuals ages 14 to 25 were recruited from a high
school, a community college, and two universities. Combined, these three factors accounted for
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62 percent of the variance of resiliency. Reliability and factorial validity were established with
alpha coefficients of .94 (Internal Protective), .93 (Emotional Stability), .90 (External
Protective) and .96 (total score). Discriminant validity was established using nonsuicidal (n =
298), suicidal ideation (n = 165), and suicide risk (n = 77) groups. (Groups were defined by
participants’ self-report of previous suicidal ideation and/or attempts). The SRI appears to be a
promising measure of resilient thoughts and behaviors that protect against suicide risk (Osman et
al., 2004). The Flesch-Kincaid grade level of the SRI is 8.1.
Adolescent Suicide Assessment Protocol-12 (ASAP-12). The ASAP-12 is a short version
of the Adolescent Suicide Assessment Protocol-20 (ASAP-20) (Fremouw et al., 2004). It is a
brief, user-friendly structured clinical interview intended for use by mental health workers and/or
school counselors to provide an initial objective assessment of adolescent suicidal risk. The
ASAP-12 is modeled after the HCR-20 guided clinical interview developed by Webster,
Douglas, Eaves, and Hart (1995) which assesses future risk of violence by forensic or psychiatric
inpatients. An adolescent will be classified as low, medium, or high risk upon completion of the
assessment.
The ASAP-12 was developed from a careful review of the adolescent suicide risk
literature to identify both static and dynamic factors associated with both adolescent attempted
and completed suicides. An empirical review by Fremouw, DePerczel, and Ellis (1990), Suicide
Risk Assessment Response Guidelines, identified and addressed suicide risk factors of both adults
and adolescents. This book served as the starting point for the development of the ASAP-20 and
ASAP-12. ASAP items were generated based on this work, current research summarized in
Spirito and Overholser (2003), and empirical articles such as the New York State Adolescent
Autopsy Study of 120 suicides completed by individuals under 20 years of age and 147 control
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subjects (Gould et al., 1996) and the Pittsburgh Autopsy Study of 67 adolescent suicide victims
and 67 control participants (Brent, Perper, Kolko, & Zelenak, 1988; Brent et al., 1993). Twentyfour items were generated based on the literature review. These items were piloted with mental
health intake workers who evaluated 100 adolescents using the preliminary scale and coding
guidelines. Based on these data, items were eliminated or refined to be more sensitive and
helpful. ASAP-12 presents the 12 items most discriminating of ratings of low, medium, and high
risk of suicide by mental health professionals of adolescents who are presenting for initial
evaluation.
The ASAP-12 is organized into four domains: Historical, Clinical, Contextual, and
Protective. Historical items include a history of prior suicide attempts or history of family
suicide attempts/completions. Clinical items consist of the presence of hopelessness, depression,
or anger, and specific clinical items such as current suicidal ideation and communication of
suicidal wishes. Contextual or environmental items include recent losses, access to firearms, or
the absence of family, and peer support. Protective items are the presence or the existence of
current treatment and of reasons for living. In general, protective factors are those variables
which reduce the likelihood of violence or suicide by reducing the negative impact of the risk
factors. Eggert et al. (1994) included the assessment of protective factors such as social support,
self-esteem, and spirituality in their model of adolescent suicide risk.
Each of the 12 separate items are scored from 0 – 3, yielding a total score range of 0 to
36. If the total score is from 0 – 3, the client falls in the low-risk range for suicidal behavior. A
score from 4 – 11 places the individual in the medium-risk category, and a score of 12 and above
places the individual in the high-risk category. The cutoffs are based on a pilot study of 60
adolescent outpatient evaluations by experienced clinicians, comparing their independent suicide
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risk ratings of low, medium, and high with total ASAP-20 scores. None of the low risk group
received an ASAP-20 score of greater than 15, while only 7% of the high risk group scored
below 15. Subsequently, the ASAP-20 cutoff scores were transformed proportionately into cutoff
scores for the ASAP-12 (from 20 to 12 items). Pilot data on these ASAP-12 cutoff scores has yet
to be analyzed (Fremouw et al., 2004).
Psychological intake interview. A basic psychological intake questionnaire was designed
for use in this study to examine such variables as age, race, education, sexual orientation, legal
history, and abuse history.
Procedure
All adolescents who resided at this substance abuse treatment facility received a clinical
interview (psychological intake) and psychological testing (including an assessment of suicide
risk) upon admission by a psychology staff member. Participants completed three self-report
measures: 1) MMPI-A, 2) RFLA, and 3) SRI. Additionally the ASAP-12 was administered
during the comprehensive psychological intake interview. These four measures were
administered routinely to all individuals upon admission to assist with diagnostic clarification
and treatment planning.
The administrators of the psychological interview and testing, the Principal Investigator
and psychology staff member, determined if each participant could comprehend questions based
upon clinical judgment during the psychological intake interview and self-report of educational
information. These administrators answered any questions about the test taking procedures and
clarified any questions about content of the self-report items. In a few cases these administrators
and/or additional direct care staff at the facility read and explained each item to participants who
demonstrated comprehension difficulty. This facilitation ensured that all participants understood

Suicide Assessment 25
every item.
All measures were completed confidentially. All participants were in the custody of the
State at time of intake/testing; each adolescent had a DHHR case worker representative who
provided assent for completion of all psychological testing and assessment at the residential
facility as the participants are minors. Only the Principal Investigator and psychology staff
member were able to match responses to the names of the participants.
Reliability. Twenty-eight percent (or 29 of the original 103 ASAP interviews) of the
ASAP-12 total scores were checked for reliability. That is, one psychology staff trained rater
masked to participant group administered and scored the ASAP-12 independently of the
Principal Investigator. Intraclass correlations were used to obtain reliability information on
ASAP-12 total scores.
Results
Preliminary Analyses
Gender analyses. Using gender (boys and girls) as a covariate in two-way ANOVAs,
MANOVAs, or as a second independent variable in Chi-square analyses revealed no significant
differences among groups (suicide attempters and nonattempters; multiple attempters, single
attempters, and nonattempters) on all the same above-tested variables. Therefore, results from
these analyses were not reported.
Offense type. Offense type was coded as “status offender” or “other than status offender.”
Group participation was mutually exclusive. Individuals were considered “status offenders” if
their self-report of legal charges only consisted of those offenses related to being underage (i.e.,
activity is only illegal due to individuals’ age such as underage drinking, underage possession of
tobacco, incorrigibility, and truancy). All other self-reported legal charges classified individuals
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as “other than status offender.” These charges included legal activity not related to age.
Examples are breaking and entering, assault, assault and battery, aggravated assault, evading a
law enforcement officer, arson, poaching, shoplifting, joyriding, grand theft auto, burglary, petit
larceny, grand larceny, possession of illicit substances, distribution of illicit substances, and
possession of illegal drug paraphernalia. The Principal Investigator classified offender type based
upon self-report of the participants during the initial psychological interview. Then, the Principal
Investigator double-checked group classification for accuracy. No significant group differences
were detected for type of offense (status or nonstatus) as an independent variable (instead of
history of suicide attempts). Thus, results from these analyses were not reported.
Reliability. Prior to testing hypotheses, one psychology staff member administered and
scored the ASAP-12 independently of the Principal Investigator to ensure reliable scoring of
suicide risk. The psychology staff member and the Principal Investigator are two of three authors
who developed the ASAP-12. Both individuals received training over two years by the senior
author of the ASAP-12 to ensure reliable and valid administration and scoring. Analyses were
performed on 29 (28.2%) of the 103 total interviews, yielding intraclass correlations for ASAP12 total score of .868 (single measure) and .929 (average measure), both significant at p < .001.
The inter-rater reliability alpha coefficient for the same 29 ASAP-12 total scores was .871 (p <
.01).
MMPI-A validity. The MMPI-A validity scales, specifically the F and K scales, were
examined for elevations. The F, or Infrequency Scale, assesses deviant response styles and the K,
or Correction Scale, measures socially desirable and positive impression management response
patterns (Butcher et al., 1992). Sixty-four (89%) of the 72 participants responded in a valid
manner, as assessed by subtracting the K scale raw score from the F scale raw score and
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rendering profiles invalid if the total was greater than or equal to 13 ( F -K = 13). This is a
modified method for determining when to use elevated validity scales as suggested by Rogers,
Sewell, and Goldstein, 1994. Subsequent analyses were conducted to compare group differences
on the MMPI-A Depression Scale scores by groups. Using the two-group classification (suicide
attempters and nonattempters), significant results were revealed using both the 72 total MMPI-A
profiles, p < .01, and the 64 MMPI-A profiles p < .05. Similar results were revealed using three
groups (multiple attempters, single attempters, nonattempters). No significant relationships
between or among group classifications (i.e., history of suicide attempts) and MMPI-A validity
scale scores were revealed.
Adjudicated adolescents may be prone to oppositional behavior problems and
impulsivity. Not surprisingly, then, it is not uncommon for these adolescents to produce invalid
profiles, particularly when administered a lengthy measure such as the MMPI-A. Thus, from a
practical standpoint, the authors decided to retain the MMPI-A Depression Scale data from the
profiles with elevated validity scales; the analyses included MMPI-A data from all 72
participants.
Primary Analyses: Demographic Variables
Demographic information by group is provided in Table 3 for suicide attempters and
nonattempters. ANOVA results are summarized; these statistical tests were conducted to
examine group differences on the following continuous demographic variables: age and year in
school. Chi-square analyses of the dichotomous demographic variables gender, race, and type of
offense (status or nonstatus) were conducted to examine group differences. Statistical analyses
revealed no significant group differences on demographic information for suicide attempters

Suicide Assessment 28
compared to nonattempters with the exception of current year in school, p < .025. On average,
year in school for suicide attempters and nonattempters were 9.50 and 10.19, respectively.
Primary Analyses: Risk and Resilience Variables
Recent losses and family suicide attempts. Table 4 includes a summary of ANOVA and
Chi-square results for ASAP-12 item scores by group, suicide attempters and nonattempters. An
ANOVA tested Hypothesis One with ASAP-12 item 1 (recent losses) as the dependent variable.
Surprisingly, a significant effect was not revealed for recent losses. This indicates that
participants in this study did not vary across groups in the amount of real or anticipated recent
losses or disappointments experienced at the time of intake (e.g., separation from family, breakup of a romantic relationship). A Chi-square analysis tested Hypothesis Two with ASAP-12 item
6 (history of family suicide attempt(s)/completions) as the dependent variable. A significant
difference emerged, p < .01. As predicted, compared to the nonattempters, the suicide attempters
had higher percentages of family history of suicide attempts/completions.
MMPI-A Clinical Depression Scale. The MMPI-A D Scale scores for the two groups,
nonattempters and suicide attempters, are summarized in Table 5. To test Hypothesis Three, an
ANOVA was performed to examine group differences on the MMPI-A D total score. Using data
from all 72 participants a significant effect was revealed, p < .01. As expected, suicide attempters
as compared to nonattempters endorsed higher levels of depression.
RFLA. Table 6 provides a summary of RFLA total scores. Hypothesis Four was tested
using RFLA total score as a dependent variable. Significant group differences were revealed, p <
.05. This information confirms the original expectation that the suicide attempters had lower
scores, or fewer reasons of living, than nonattempters.
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SRI. Table 6 provides a summay of SRI total scores. Using an ANOVA with SRI total
score as the dependent measure to test Hypothesis Five, significant group differences were
revealed on the total score, p < .025. The suicide attempters had lower scores, or less resiliency
for suicide, as predicted, compared to nonattempters.
Legal charges. Table 7 provides a summary of legal charge information by group.
Contrary to expectations from Hypothesis Six, a significant difference was not present between
groups. Thus, suicide attempters and nonattempters did not vary in regards to number of legal
charges.
Sexual orientation. A summary of self-reported sexual orientation by group is listed in
Table 8. Opposite of expectations from Hypothesis Seven, a between group significant difference
was not present, meaning the suicide attempts and nonattempters did not vary in self-report of
sexual orientation.
Child abuse. Table 8 provides summaries of presence of child abuse history and type of
child abuse by group. Contrary to predictions from Hypothesis Eight, a significant difference
was not present between groups, meaning the suicide attempters and nonattempters did not vary
in self-report of child abuse history.
Primary Analyses: Group Membership Prediction
Using significant variables identified by ANOVAs (year in school, MMPI-A Depression
Scale score, adjusted ASAP-12 total score (ASAP-12 total score minus item 4 history of suicide
attempt(s)), RFLA total score, and SRI total score) as predictor variables, a logistic regression
analysis was conducted with history of suicide attempts as the dependent variable to test
Hypothesis Nine. Table 9 displays a summary of the significant predictor variable by group.
Seventy-two cases were examined and the full model was significantly reliable (χ2 = 24.90, df =
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5, p < .001). This model correctly classified 66.7% of participants and also accounted for 29.2%
and 40.6% of the variance in history of suicide attempts status, as indicated by the Cox & Snell R
Square and Nagelkerke R Square, respectively. One of the five predictor variables entered into
this logistic regression was retained as a significant predictor of group membership- adjusted
ASAP-12 total score. Table 10 displays the predictor variable used in the model, including beta
weights, SE, odds ratios, Wald statistic, probability values and confidence intervals. Table 11
reveals the percentage accuracy in classification of the predictive model including the adjusted
ASAP-12 total score as 77.8%, an improvement compared to the original model. Sensitivity of
this model was 58.3% and specificity was 87.5%.
Secondary Analyses: Demographic Variables
Demographic information by group is provided in Table 12 for multiple attempters,
single attempters, and nonattempters. ANOVA results are summarized; these statistical tests
were conducted to examine group differences on the following continuous demographic
variables: age and year in school. Chi-square analyses of the dichotomous demographic variables
gender, race, and type of offense (status or nonstatus) were conducted to examine group
differences. Statistical analyses revealed significant group differences on one demographic
variable: current year in school. Regarding year in school, p < .05, post hoc analyses (Tukey
HSD) indicated that the nonattempters had a higher education level (10.19) than the education
level of the multiple attempters (9.10).
Secondary Analyses: Risk and Resilience Variables
Recent losses and family suicide attempts. Table 13 includes a summary of ANOVA and
Chi-square results for ASAP-12 item scores by group. ANOVA results using ASAP-12 item 1
(recent losses) tested Hypothesis One. Opposite than expected, no significant effect was revealed
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for item 1, recent losses. This indicates that participants in this study did not vary across groups
in the amount of real or anticipated recent losses or disappointments experienced at the time of
intake (e.g., separation from family, break-up of a romantic relationship). Hypothesis Two was
tested with a Chi-square analysis to examine group differences on ASAP-12 item 6 (history of
family suicide attempt(s)/completions) as the dependent variable. As predicted, significant
differences were detected, p < .025. The multiple attempters and single attempters had higher
percentages of history of family suicide attempt(s)/completions than the nonattempters.
MMPI-A Clinical Depression Scale. The MMPI-A D Scale scores for the three groups are
summarized in Table 14. An ANOVA was performed to examine group differences on the
MMPI-A D total score, testing Hypothesis Three. Using data from all 72 participants an expected
significant effect was revealed, p < .025. Multiple attempters as compared to nonattempters
endorsed higher levels of depression.
RFLA. Table 15 provides a summary of RFLA total scores. Using an ANOVA with
RFLA total score as the dependent variable to test Hypothesis Four, significant group differences
were revealed, p < .001. As predicted, the multiple attempters had lower scores, or fewer reasons
for living than the single attempters and nonattempters.
SRI. Table 15 provides a summary of SRI total scores. An ANOVA was used with SRI
total score as the dependent variable to examine Hypothesis Five. Significant group differences
were revealed, p < .01, as expected. The multiple attempters reported less suicide resilience
compared to the nonattempters.
Legal charges. Table 16 provides a summary of legal charge information by group. An
ANOVA was performed with number of legal charges as the dependent variable to test
Hypothesis Six. Contrary to expectations, a significant difference was not present between
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groups. Thus, multiple attempters, single attempters, and nonattempters did not vary in regards to
number of legal charges.
Sexual orientation. A summary of self-reported sexual orientation by group is listed in
Table 17. As determined by Chi-square analyses to test Hypothesis Seven, significant group
differences were not present. These results, opposite of predictions, show that the multiple
attempters, single attempters, and nonattempters did not vary in self-report of sexual orientation.
Child abuse. Table 17 provides summaries of presence of child abuse history and type of
child abuse by group. Hypothesis Eight was tested using a Chi-square analysis with history of
child abuse as the dependent variable. Unlike predictions, a significant difference was not
present between groups, meaning the multiple attempters, single attempters, and nonattempters
did not vary in self-report of child abuse history.
Secondary Analyses: Group Membership Prediction
Using significant variables identified by ANOVAs (year in school, MMPI-A Depression
Scale score, adjusted ASAP-12 total score (ASAP-12 total score minus item 4 history of suicide
attempt(s)), RFLA total score, and SRI total score) as predictor variables, a multinomial
regression analysis was conducted with history of suicide attempts as the dependant variable to
test Hypothesis Nine. Table 18 displays summaries of the significant predictor variables by
group. Seventy-two cases were examined and the full model was significantly reliable (χ2 =
32.12, df = 4, p < .001). This model accounted for 36.0% and 43.8% of the variance in history of
suicide attempts status, as indicated by the Cox & Snell R Square and Nagelkerke R Square,
respectively. Two of the five predictor variables entered into this multinomial regression were
retained as significant predictors of group membership, adjusted ASAP-12 total score and RFLA
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total score. Table 19 displays the predictor variables by group used in the model, including beta
weights, SE, odds ratios, Wald statistic, probability values and confidence intervals. Table 20
reveals the percentage accuracy in classification of the predictive model including the adjusted
ASAP-12 total score and RFLA total score as 75.0%.
Discussion
Summary of Results
Contrary to expectations, suicide attempters were not more likely to report a higher
number of recent losses at intake compared to nonattempters. Results from the present study are
inconsistent with results from previous studies that found stressful life events to be significantly
associated with adolescent suicide attempts (e.g., Berman & Schwartz, 1990; Brent, 1995;
Overholser & Spirito, 2003) and completions (e.g., Brent et al., 1993; Martunnen et al., 1993).
This discrepancy could have occurred because perhaps the specialized participants in the present
study all experienced more (or less) stressful life events compared to other samples. Also, these
results were based on one open-ended item from the ASAP-12, recent losses. Berman and
Schwartz (1990) used a checklist to assess this question. Thus, it is possible the format of
questioning caused differences in the results between these studies.
As expected, suicide attempters, including both single and multiple attempters, were
more likely to have family members with suicide attempt(s) or completions as compared to
nonattempters. This corroborates findings from Gould et al. (1996) and Brent and Mann (2006).
Thorough suicide risk assessments for adolescents should include an inquiry about family suicide
attempts and completions.
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As predicted, suicide attempters endorsed higher levels of current depression at time of
intake. Depression levels were higher for suicide attempters as compared to nonattempters and
for multiple attempters as compared to nonattempters. These findings are consistent with
information from Evans et al. (2004), Gould et al. (2003), and Kopper, Osman, Osman, and
Hoffman (1998). This provides further evidence that a depression should be assessed formally to
identify current levels of depression to assist with the determination of risk category
classification for suicide attempters.
Confirming initial expectations, results from this study revealed that suicide attempters
had fewer reasons for living and reported less resiliency than nonattempters. The multiple
attempters had fewer reasons for living than the single attempters and nonattempters. The
multiple attempters had less suicide resilience as compared to nonattempters. Similar results
were found by Evans et al. (2004) and Gould et al. (2003). This adds more convincing evidence
to include measures of protective factors along with risk factors for comprehensive and bestpractice suicide risk assessment.
Contrary to expectations, the present study revealed no group differences regarding
number of legal charges, sexual orientation, and history of child abuse. Earlier studies have
demonstrated a significant correlation between disruptive behavior disorders/delinquency and
adolescent suicide attempts (e.g., Brent 1995; Brent et al., 2003; Thompson et al., 2006) and
completions (e.g., Renaud et al., 1999), childhood abuse and suicidal behavior (e.g., Deykin &
Buka, 1994; Gould et al., 2003; Molnar et al., 1998), and gay, lesbian, or bisexual orientation and
adolescent suicidal behavior (e.g., Anhalt & Morris, 1998; Fergusson et al., 1999). Results from
the present study likely differ from these earlier studies because of the nature of the population.
That is, participants in the present study were more likely to have nonstatus offenses than status

Suicide Assessment 35
offenses, suggesting these adolescents to be more criminally-oriented than other groups. Number
of legal charges ranged from 1 to 15, with an overall mean of 4.71 legal charges. It is possible
that the adolescents in the present study were more likely to be raised in chaotic environments
with abuse more prevalent in the homes of adolescents in the other studies. Finally, it is possible
that the adolescents in the present sample were not always honest in reporting sexual orientation,
thus skewing the results from this study as compared to earlier studies.
Five variables were identified as significantly related to group classification status (i.e.,
suicide attempters and nonattempters). These variables were year in school, MMPI-A Depression
Scale score, adjusted ASAP-12 total score, RFLA total score, and SRI total score. To determine
the best statistical predictors of group membership, these five variables were analyzed using
regression analyses. Only one variable, adjusted ASAP-12 total score, was retained for the twogroup primary analyses (suicide attempters and nonattempters). For the three-group secondary
analyses (multiple attempters, single attempters, and nonattempters), two predictor variables
were retained, adjusted ASAP-12 total score and RFLA total score. Overall, the predictive model
including the adjusted ASAP-12 total score variable for the two groups (suicide attempters and
nonattempters) accurately classified 77.8% of participants. For the three groups (multiple
attempters, single attempters, and nonattempters), the predictive model including the adjusted
ASAP-12 total score and the RFLA total score as predictor variables resulted in a percentage
accuracy in classification of 75.0%. Overall this demonstrates good predictive ability of the
ASAP-12 and RFLA measures.
Limitations and Future Directions
This study added to the two published studies (e.g., Berman & Schwartz, 1990; Deykin &
Buka, 1994) that examined suicidal behavior in residential adolescents with a primary diagnosis
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of substance abuse/dependence, a unique population of suicide risk. Despite the many
methodological differences and improvements compared to existing research in this area such as
the implementation of multiple techniques used for a comprehensive assessment and the
examination of positive and negative factors for suicide risk, several limitations surfaced in the
present study.
The specialized sample from this study, adjudicated adolescent substance abusers, may
not generalize to community adolescents or adolescents in treatment primarily for suicide/other
primary psychological problems other than substance abuse. This must not be forgotten when
interpreting the results of this study.
The number of suicide attempters used in this study, 24, is fairly large and certainly
comparable to suicide attempter groups in similar studies. However, the inclusion of a larger
sample taken from various sites (e.g., drug treatment facilities) in different locations would
improve the generalizability of the findings.
The sample used in this study is problematic with regard to racial composition. There is a
lack of heterogeneity as most participants were white. This questions the generalizability of
findings to other groups outside of West Virginia. Though this homogeneity reflects the
population of the state of West Virginia, it would be helpful to learn more about other adolescent
racial groups in regards to suicide. Replicating this study with a more diverse racial sample
would tremendously add to the general knowledge on suicide risk and resilience.
The self-report questions in this study could have skewed results on such items as sexual
orientation or the RFLA. All participants were aware that their DHHR case workers could have
access to information in their files, including their self-report information collected for this
study. Many of these adolescent participants have probation officers in addition to DHHR

Suicide Assessment 37
workers who review their treatment progress. It is possible that the adolescents purposefully
distorted answers (e.g., attempted to present in a favorable manner) for fear of negative impact in
the future from the juvenile justice system. It is unfortunate that only one of the four
psychological assessment measures used in this study contained validity scales (the MMPI-A).
Though unlikely, it is possible that the self-report information in this study was unintentionally
misconstrued due to memory problems (i.e., brain damage as a result of substance abuse). The
present study included a mini mental status examination administered during all intake
interviews and no participant was identified to have significant memory problems. However,
future studies could include a more sophisticated measure of memory to screen out any
individuals who suffer from significant memory loss. Future studies could also incorporate more
measures with validity scales for a thorough assessment of potential response biases and include
analyses of previous toxicology drug screens (e.g., those drug screens administered by probation
officers) to corroborate self-reported information.
The ASAP-12 has not been normed psychometrically to date. This could be a potential
flaw of the study as this assessment measure was used to glean information for group
classification (e.g., history of suicide attempt(s)), the main independent variable in the study.
However, interrater reliability analyses yielded good agreement for total score. The two
administrators in this study, the Principal Investigator and the psychology staff member are two
of the three authors of the ASAP-12. If the ASAP-12 is used in other future studies by different
administrators, these administrators should be trained intensely and the ASAP-12 should be
normed and its reliability and validity be well-established.
Because significant group differences emerged on the MMPI-A Depression subscale, it
would be interesting to examine the Depression Content and Supplementary subscales and the
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Depression Harris Lingoes subscales for further specific information on how groups differentiate
on the various aspects of depression (e.g., cognitive, behavioral, and physiological factors). It
would also be helpful to examine all of the MMPI-A basic scales and subscales to detect
additional group differences. On this same note, examination of the ASAP-12, RFLA, and SRI
subscales could provide additional information on how groups differ.
Breaking groups down further into drug use subtypes would likely be informative and
could add to the knowledge gleaned from research similar to the present study. Also, an
examination of psychiatric diagnoses (number and type) could potentially add further
information about adolescent suicide risk.
Because history of family attempt(s) and completions occurred more frequently with
suicide attempters, it might be helpful to include a parent/caregiver training or family systems
therapy component as part of the treatment program at this residential facility for those
adolescents with histories of suicide attempt(s).
Interestingly, data from this study revealed that suicide attempters were more likely to
engage in self-injurious behavior than nonattempters. Thus it also could be helpful to include a
treatment component on healthy alternatives to self-injurious behavior.
Finally, a prospective design would be extremely helpful in understanding which risk and
resilience factors contribute to adolescent suicide. Adolescents could be monitored over time to
tease out the most salient risk and resilience factors that cause future attempt(s) and or
completions. Knowledge gained from this type of study would be very helpful for adolescent
suicide prevention.
The present study was an examination of risk and resilience factors for adolescent
suicidal behavior in an adjudicated substance user population. Overall, results suggest that
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suicide attempters have higher frequencies of family suicide attempt(s) or completions, higher
levels of depression, and fewer reasons for living and resilience factors for suicide. The ASAP12, a clinician-rated measure of suicide risk, has good predictive power and sensitivity and
specificity for group classification for this sample. The RFLA and SRI are helpful measures of
suicide resiliency for adolescents in the sample. Taking this information could help target
adolescents receiving substance abuse treatment who are at especially high risk for suicide for
additional, specialized treatment.
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Footnotes
1

Fifteen (fifteen percent) of the 103 adolescents received a psychological intake interview

between seven and fourteen days upon admission date due to admissions over holiday breaks and
other factors (e.g., psychology staff absences).
2

Individuals were classified into one of the following four groups: no abuse, physical abuse,

sexual abuse, or physical/sexual abuse. Groups were mutually exclusive and did not overlap.
3

Per facility guidelines, self-report of abuse was considered to be true. All self-disclosed abuse

was reported to the State of West Virginia Department of Health and Human Resources.
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Table 1
Suicide Terminology Adapted from the Practice Guideline (APA, 2003, p. 3) and O’Carroll et al. (2006, p. 245-247)

Term

Definition

Suicide/Completed suicide

Self-inflicted death with evidence (explicit or implicit) that the person intended to die.

Suicidal ideation

Thoughts of serving as the agent of one’s own death. Suicidal ideation may vary in
seriousness depending on the specificity of suicide plans and the degree of suicidal intent.

Suicidal behavior

Potentially lethal self-inflicted behavior with evidence (either explicit or implicit) that
the person intended to die.

Suicide attempt

Self-inflicted behavior with a nonfatal outcome accompanied by evidence (explicit or
implicit) that the person intended to die.

Self-injurious behavior

Willful self-infliction of painful, destructive, or injurious behavior without intent to die.
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Table 2
Suicide Groups and Definitions for Use in the Present Study

Term

Definition

Nonattempters

No previous suicide attempt(s)

Suicide Attempters

One or more previous nonfatal suicide attempt(s).

Single Attempters

One previous nonfatal suicide attempt.

Multiple Attempters

Two or more previous nonfatal suicide attempts.
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Table 3
Participant Demographics by Group (Suicide Attempters and Nonattempters)

Group

Suicide Attempters

Nonattempters

n = 24

n = 48

n

n

Category

%

%

Gender
Boys

10

41.7

20

41.7

Girls

14

58.3

28

58.3

14

1

4.2

0

0.0

15

2

8.3

5

10.4

16

9

37.5

15

31.3

17

9

37.5

27

56.3

18

3

12.5

1

2.1

Caucasian

23

95.8

44

91.7

Other

1

4.2

4

8.3

Sixth

2

8.3

0

0.0

Eighth

2

8.3

2

4.2

Ninth

6

25.0

12

25.0

Tenth

9

37.5

11

22.9

Eleventh

4

16.7

21

43.8

Twelfth

1

4.2

2

4.2

No

19

79.2

33

68.8

Yes

5

20.8

15

31.3

Age

Race

Year in School

Status Offenders
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Table 4
ASAP Item Scores by Group (Suicide Attempters and Nonattempters)

Group

ASAP Item

Suicide Attempters

Nonattempters

n = 24

n = 48

M

SD

M

SD

or

F(1, 71)
Or
Χ2 (1)

p

ηp 2

n

%

n

%

1 Recent losses

2.25

0.85

2.13

0.76

0.40

ns

.01

2 Firearm access

0

0

0

0

-----

-----

-----

3.00

0

3.00

0

-----

-----

-----

4 Suicide attempts

24

100

0

0

71.00

.001

-----

5 Self-injurious behavior

17

70.8

12

25.0

13.78

.001

6 Family suicide attempts

14

58.4

11

22.9

8.73

.01

7 Depression/Hopelessness

1.71

0.81

1.17

0.81

7.20

.01

.09

8 Substance abuse

3.00

0

0

0

-----

-----

-----

9 Current suicide ideation

0.83

1.09

0.27

0.64

7.57

.01

.10

10 Current suicide plan

0.04

0.20

0.06

0.32

0.08

ns

.00

11 Reasons for living

0.46

0.59

0.23

0.43

3.58

ns

.05

12 Social support

1.25

0.90

0.79

0.77

5.07

.05

.07

3 School/Legal problems

Note. ηp 2 = effect size. ASAP = Adolescents Suicide Assessment Protocol-12. ----- = N/A due to no between-group
variance.

Suicide Assessment 57
Table 5
MMPI-A Depression Scale T Score by Group (Suicide Attempters and Nonattempters)

Group

Measure

MMPI-A D

Suicide Attempters

Nonattempters

n = 24

n = 48

M

62.54

SD

9.75

M

SD

55.31

11.02

F(1, 71)

7.42

p

ηp 2

.01

.10

Note. ηp 2 = effect size. MMPI-A D = Minnesota Multiphasic Personality Inventory-Adolescents Depression Scale.
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Table 6
RFLA and SRI Scores by Group (Suicide Attempters and Nonattempters)

Group

Measure

Suicide Attempters

Nonattempters

n = 24

n = 48

M

SD

M

SD

F(1, 71)

P

ηp 2

RFLA

RFLA total score

4.80

1.16

5.25

0.71

4.17

.05

.06

SRI

SRI total score

4.67

1.48

5.24

0.65

5.28

.025

.07

Note. RFLA = The Reasons for Living for Adolescents. SRI = Suicide Resilience Inventory-25.

Suicide Assessment 59
Table 7
Chart Review Legal Charges Information by Group (Suicide Attempters and Nonattempters)

Group

Suicide Attempters

Nonattempters

n = 24

n = 48

Variable

M

SD

M

SD

F(1, 71)

p

ηp 2

Number of legal charges

5.29

2.85

4.42

2.76

1.58

ns

.02

Note. ηp 2 = effect size.
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Table 8
Sexual Orientation and Child Abuse History Prevalence (%) Information by Group (Suicide Attempters and Nonattempters)

Group

Suicide Attempters
Variable

n = 24

Nonattempters
n = 48

Sexual orientation
Heterosexual

87.5

87.5

Gay, lesbian, or bisexual

12.5

12.5

Child abuse history
Yes

41.7

25.0

No

58.3

75.0

None

58.3

75.0

Physical

12.5

12.5

Sexual

12.5

6.3

Physical and sexual

16.7

6.3

Child abuse history by type

χ2 (1)

p

0.00

ns

2.07

ns
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Table 9
Means Values for Predictor Variable as a Function of Suicide Attempt History (Suicide Attempters and Nonattempters)

Group

Suicide Attempters

Nonattempters

n = 24
Variable

Adjusted ASAP total score

M

16.25

n = 48
SD

3.19

Note. ASAP = Adolescent Suicide Assessment Protocol-12.

M

11.94

SD

F (1,71)

3.17

29.53

p

ηp2

.001

.30
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Table 10
Logistic Regression Prediction of Suicide Attempt History (Suicide Attempters and Nonattempters)

95 % Confidence Intervals

Wald
Predictor

β

SE

Odds
ratio

statistic

Adjusted ASAP total score

0.384

0.114

1.417

9.360

Note. ASAP = Adolescent Suicide Assessment Protocol-12.

Lower

Upper

p

limit

limit

.01

1.133

1.771
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Table 11
Logistic Regression Classification Analysis for Group Membership (Suicide Attempters and Nonattempters)

Predicted group membership

Suicide Attempters

Nonattempters

n

N

n

%

Suicide Attempters

24

14

58.3a

10

41.7

Nonattempters

48

6

12.5

42

87.5 b

Actual group membership

Note. aSensitivity. b Specificity.

%
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Table 12
Participant Demographics by Group (Multiple Attempters, Single Attempters, and Nonattempters)

Group

Multiple Attempters

Single Attempters

n = 10
Category

n

Nonattempters

n = 14
%

n

n = 48
%

n

%

Gender
Boys

10

41.7

6

42.9

20

41.7

Girls

14

58.3

8

57.1

28

58.3

14

1

10.0

0

0

0

0

15

1

10.0

1

7.1

5

10.4

16

4

40.0

5

35.7

15

31.3

17

4

40.0

5

35.7

27

56.3

18

0

0

3

21.4

1

2.1

10

100

13

92.9

44

91.7

0

0

1

7.1

4

8.3

Sixth

1

10.0

1

7.1

0

0

Eighth

2

20.0

0

0

2

4.2

Ninth

2

20.0

4

28.6

12

25.0

Tenth

4

40.0

5

35.7

11

22.9

Eleventh

1

10.0

3

21.4

21

43.8

Twelfth

0

0

1

7.1

2

4.2

No

7

70.0

12

85.7

33

68.8

Yes

3

30.0

2

14.3

15

31.3

Age

Race
Caucasian
Other
Year in School

Status Offenders

\
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Table 13
ASAP Item Scores by Group (Multiple Attempters, Single Attempters, and Nonattempters)

Group

Multiple Attempters Single Attempters Nonattempters
n = 10
ASAP Item

M

n = 14
SD

M

or
n

n = 48
SD

M

or
%

n

SD
or

%

n

%

F(2, 71)
Or
Χ2(2)

η2

p

1 Recent losses

2.20

0.63

2.29

0.99

2.13

0.76

0.23

ns

.79

2 Firearm access

0

0

0

0

0

0

-----

-----

-----

3.00

0

3.00

0

3.00

0

-----

-----

----

4 Suicide attempts

10

100

14

100

0

0

71.00

.001

5 Self-injurious behavior

8

80.0

9

64.3

12

25.0

14.37

.001

6 Family suicide attempts

6

60.0

8

57.1

11

22.9

8.75

.025

7 Depression/Hopelessness

1.80

0.92

1.64

0.75

1.17

0.81

3.67

.05

.10

8 Substance abuse

3.00

0

3.00

0

0

0

-----

-----

-----

9 Current suicide ideation

1.30

1.25

0.50 b

0.86

0.27b

0.64

7.04

.01

.17

0

0

0.07

0.27

0.06

0.32

0.22

ns

.01

11 Reasons for living

0.30

0.48

0.57

0.65

0.23

0.43

2.74

ns

.07

12 Social support

1.20

1.03

1.29

0.83

0.79

0.77

2.53

ns

.07

3 School/Legal problems

a

10 Current suicide plan

Note. ηp 2 = effect size. ASAP = Adolescents Suicide Assessment Protocol-12. ----- = N/A due to no betweengroup variance. Means in the same row that do not share subscripts are significantly different in the Tukey honestly
significant difference comparison.
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Table 14
MMPI-A Depression Scale T Score by Group (Multiple Attempters, Single Attempters, and Nonattempters)

Group

Multiple Attempters
n = 10
Measure

MMPI-A D

M SD

65.20a

11.92

Single Attempters
n = 14
M

60.64

SD

7.77

Nonattempters
n = 48
M

55.31b

SD

11.02

F(2, 71)

p

ηp 2

4.25

.025

.11

Note. ηp 2 = effect size. MMPI D = Minnesota Multiphasic Personality Inventory-Adolescents Depression
Scale. Means in the same row that do not share subscripts are significantly different in the Tukey honestly significant
difference comparison.
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Table 15
RFLA and SRI Scores by Group (Multiple Attempters, Single Attempters, and Nonattempters))
Group

Multiple Attempters Single Attempters Nonattempters
n = 10
Measure

RFLA
SRI

M

n = 14
SD

n = 48

M

SD

M

SD

F(2, 71)

p

ηp 2

RFLA total score

4.08a

1.35

5.31b

0.66

5.25b

0.71

9.19

.001

.21

SRI total score

4.12a

1.23

5.06

1.55

5.24b

0.65

5.60

.01

.14

Note. ηp 2 = effect size. RFLA = The Reasons for Living for Adolescents. SRI = Suicide Resilience Inventory-25.
Means in the same row that do not share subscripts are significantly different in the Tukey honestly significant
difference comparison.
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Table 16
Chart Review Legal Charges Information by Group (Multiple Attempters, Single Attempters, and Nonattempters)
Group

Multiple Attempters
n = 10
Variable

Number of legal charges
Note. ηp 2 = effect size.

Single Attempters
n = 14

Nonattempters
n = 48

M

SD

M

SD

M

SD

5.60

3.78

5.07

2.09

4.42

2.76

p

ηp 2

0.88 ns

.03

F(2, 71)
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Table 17
Sexual Orientation and Child Abuse History Prevalence (%) Information by Group (Multiple Attempters, Single
Attempters, and Nonattempters)

Group

Multiple Attempters
Variable

n = 10

Single Attempters
n = 14

Nonattempters
n = 48

Sexual orientation
Heterosexual

80.0

92.9

87.5

Gay, lesbian, or bisexual

20.0

7.1

12.5

Child abuse history
Yes

50.0

35.7

25.0

No

50.0

64.3

75.0

None

50.0

64.3

75.0

Physical

10.0

14.3

12.5

Sexual

20.0

7.1

6.3

Physical and sexual

20.0

14.3

6.3

Child abuse history by type

χ2 (2)

p

0.87

ns

2.62

ns
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Table 18
Means Values for Predictor Variables as a Function of Suicide Attempt History (Multiple Attempters, Single
Attempters, and Nonattempters)

Group

Multiple Attempters

Single Attempters

n = 10

Nonattempters

n = 14
SD

M

n = 48
SD

M

SD

F (2,71)

ηp2

p

Variable

M

Adjusted ASAP total score

16.90a

3.21

15.79a

3.22

11.94b

3.17

15.06

.001

.30

RFLA total score

4.08a

1.35

5.31b

0.66

5.25b

0.71

9.19

.001

.21

Note. ηp 2 = effect size. ASAP = Adolescent Suicide Assessment Protocol-12. RFLA = The Reasons for Living for
Adolescents. Means in the same row that do not share subscripts are significantly different in the Tukey honestly
significant difference comparison.
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Table 19
Multinomial Logistic Regression Prediction of Suicide Attempt History (Multiple Attempters, Single Attempters,
and Nonattempters)

95 % Confidence Intervals

Group

Predictor

β

Odds

Wald

SE

ratio

statistic

Lower

Upper

p

limit

limit

Nonattempters
Adjusted ASAP total score

-0.390

0.146

0.68

7.156

.01

0.509

0.901

RFLA total score

0.804

0.510

2.23

2.485

ns

0.822

6.069

Adjusted ASAP total score

-0.007

0.149

0.99

0.002

ns

0.742

1.330

RFLA total score

1.425

0.609

4.16

5.483

.025

1.261

13.702

Suicide Attempters

Note. ASAP = Adolescent Suicide Assessment Protocol-12. RFLA = The Reasons for Living for Adolescents.
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Table 20
Multinomial Regression Classification Analysis for Group Membership (Multiple Attempters, Single
Attempters, and Nonattempters)

Predicted group membership

Multiple
Attempters

Actual group membership

Single
Attempters

Nonattempters

n

n

%

n

%

n

%

Nonattempters

48

1

2.1

2

4.2

45

93.7

Single Attempters

14

2

14.3

5

35.7

7

50.0

Multiple Attempters

10

4

40.0

1

10.0

5

50.0
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Co-Presenter with graduate student Julia Messer. Presentation title: Assessment of Depression
through the Lifespan.
Introduction to Abnormal Psychology, PSYC 281, West Virginia University, April 26, 2005
Co-Presenter with graduate student Julia Messer. Presentation title: Introduction to Forensic
Psychology

RESEARCH EXPERIENCE

Graduate Milestone Projects
Suicide Assessment with Residential Adolescent Substance Users:
Risk and Resilience
Dissertation Research
Chairperson: William Fremouw, Ph.D.

Aug 2006-May 2007

The Relation Between Methamphetamine Use and Violence:
A Critical Review
Preliminary examination review paper
Chairperson: William Fremouw, Ph.D.

Aug 2005-May 2006

The Relation of Psychopathic Characteristics and the
Malingering of PTSD
Master’s Thesis Research
Chairperson: William Fremouw, Ph.D.

May 2004-Sept 2005

Graduate Research Assistant
Issues Surrounding a Relationship Break-Up in a College Population
Jill Johansson-Love, M. S. and William Fremouw, Ph.D.
Co-Chairperson of Undergraduate Honors Theses
Explicit Versus Implicit Lie Detection
Kelly Petersen, B.S. and William Fremouw, Ph.D.
The Effects of Ideal Body Images Presented in Advertisements on Male Body Esteem
Thomas Hill, B.S., and William Fremouw, Ph.D.
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PRESENTATIONS AND PUBLICATIONS
Poster Presentations at Conferences
Tyner, E. A., & Fremouw, W. (2006, September). The relation between methamphetamine and
violence: A critical review. Poster presented at the West Virginia Psychological Association
Annual Meeting. Canaan Valley, WV.
Coker, K., Strunk, J., Tyner, E., Fremouw, W. (2005, March). The Ability of Naïve Versus Clinical
Posttraumatic Stress Disorder (PTSD) Participants to Generate and Identify Symptoms of
PTSD. Poster presented at the American Psychology-Law Society Conference. San Diego, CA.
Johansson-Love, J., Tyner, E., & Fremouw, W. (2004, March). Issues Surrounding a Relationship
Break-Up in a College Population. Poster presented at the American Psychology-Law Society
Conference. Scottsdale, AZ.
Tyner, E. A., & Wright, L. (2002, November). Individuals with Psychopathic Characteristics in a
Nonclinical Population: Using a Stroop Color-Word Task to Identify Meaningful Words. Poster
presented at the Association for the Advancement of Behavior Therapy 36th annual meeting.
Reno, Nevada.
Paper Presentations at Conferences
Tyner, E. A., Messer, J. M., Fremouw, W., & Baker, E. (February, 2007). A new measure of
adolescent suicide risk: Development and validation. Paper presented at the South Eastern
Psychological Association in New Orleans, LA.
Tyner, E. A., Messer, J. M., McCoy, K. L., Fremouw, W., & Baker, E. (February, 2007). Suicide
assessment with adolescent substance users: Risk and resilience factors. Paper presented at
the South Eastern Psychological Association in New Orleans, LA.
Tyner, E. A., & Fremouw, W. (2006, March). The relation of psychopathic characteristics and
malingering of PTSD. Paper presented at the Annual American Psychology-Law Society
Conference in St. Petersburg, FL.
Invited Workshop Presentations
Invited presenter, Holiday Inn, Charleston, WV March 16 and 17, 2006
Fremouw, W., Strunk. J., Tyner, E. (2006). Workshop: Assessment of Depression Across
the Lifespan. Sponsored by West Virginia Division of Behavioral Health.
Invited presenter, Sharpe Hospital, Weston, WV May 12, 19, and June 2, 2005
Fremouw, W., Strunk. J., Tyner, E. (2005). Workshop: Assessment of Adolescent and Adult
Depression. Sponsored by West Virginia Division of Behavioral Health.
Invited presenter, Charleston, West Virginia, May 20-21, 2004
Fremouw, W., Strunk, J., Tyner E., & Musick, R. (2003). Workshop: Adolescent Suicide
Assessment Protocol (ASAP-20). West Virginia Department of Health and Human Resources.
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Publications
Tyner, E. A., & Fremouw, W. (in press). The relation between methamphetamine use and violence: A
critical review. Aggression and Violent Behavior: A Review Journal.
Fremouw, W., McCoy, K., Tyner, E. A., & Musick, R. (in press). Suicidal Older Adult Protocol-SOAP. In
L. Vandecreek and J. B. Allen (Eds.), Innovations in clinical practice.
Fremouw, W., Strunk, J., & Tyner, E. (in press). SAAP: Suicidal Assessment of Adults Protocol. In L.
Vandecreek and J. B. Allen (Eds.), Innovations in clinical practice.
McCoy, K., Fremouw, W., Tyner, E., Clegg, C., Johansson-Love, J., & Strunk, Julia (2006). Criminalthinking styles and illegal behavior among college students: Validation of the PICTS. American
Academy of Forensic Sciences, 51, 1174-1177.
Fremouw, W., Johansson-Love, J., Tyner, E. A., & Strunk, J. (2005). Ethical/legal issues in adult
assessment. In M. Hersen (Ed.), Comprehensive handbook of behavioral assessment: Vol. 1,
Adult assessment (pp. 547-563). San Diego, CA: Elsevier Press.
Fremouw, W., Strunk, J., Tyner, E., & Musick, R. (2005). Adolescent Suicide Assessment Protocol-20.
In L. Vandecreek and J. B. Allen (Eds.), Innovations in clinical practice: Focus on health and
wellness (pp. 207-224). Sarasota, FL: Professional Resource Press.

STUDENT MEMBERSHIP IN PROFESSIONAL ORGANIZATIONS
National Academy of Neuropsychology
2007-present
International Neuropsychological Society
2007-present
Graduate Student and Early Career Psychologists(Section X, Division 12 of APA)2007-present
West Virginia Psychological Association
2006-present
Assessment Psychology (Section IX, Division 12 of APA)
2005-present
Clinical Psychology (Division 12 of APA)
2004-present
American Psychology-Law Society (Division 41 of APA)
2004-present
Association for Behavior and Cognitive Therapies (formerly AABT)
2003-present
American Psychological Association
2003-present

